Inclusion and Exclusion Criteria
The research included adolescents of both genders, aged 11 to 18 years, enrolled in the schools participating in the study.
The adolescents enrolled in the study demonstrated interest in participating voluntarily and delivered an ICF signed by them and by their parents or guardians on the day of the YSR application. We excluded from the study those students who missed school on the day of the YSR application, those whose parents did not sign the ICF, students who refused to participate even with parental consent, and those who had their questionnaires canceled for lack of identification or lack of response to one or more YSR item.
Evaluation Instrument
The YSR is one of a family of screening tools for behavioral and emotional problems in children and adolescents, which is part of the Achenbach System of Empirically Based Assessments (ASEBA), that include Child Behavior Checklist (CBCL), completed by parents and the Teacher's Report and clinical (>63).
The time to complete the questionnaire varies between 50
and 90 minutes. The first author was responsible for applying the questionnaire to the participants, and was available for questions by the students during the application. The YSR was adapted and translated into Portuguese by Bordin et al. in 1995 [6, 7] . It is easily understandable and reliable as a screening tool for adolescents aged 11 to 18 years and considered a gold standard for screening MDs during adolescence.
In addition to the psychiatric syndromes, we also analyzed the following variables: gender, race, school grade and age, which was strategically divided into early (10 to 13 years), middle (14 to 16 years) and late (17 to 20 years) adolescence [8]. To improve the accuracy of the statistical analysis, we considered ages in months rather than years.
Statistical Analysis
The database was constructed and analyzed with the program 
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The study was submitted to and approved by the Research In Tables 1, which shows the frequency of YSR psychiatric syndromes according to gender, we observe a similar distribution of the syndromes between males and females. In Table 2 the male gender showed a higher prevalence in the clinical classification than the female gender on the scales of Activities, Social Competence and Total Competence (p<0.001, p=0.003 and p<0.001, respectively).
There was a higher frequency of SC and RBB in male participants (p<0.001 for both) and A/D (p=0.008) and AB (p<0.001) in female participants (Table 1 ). These differences in distribution were statistically significant. The Table 3 show that female gender showed a higher frequency of EP and Total Problems than the male gender (p<0.001 for both). Some limitations of this study were the use of a questionnaire, which is helpful in assisting but not in diagnosing; the fact that the answers could have been compromised if the adolescent was not having one of "his best days"; the fact that participants can overestimate the diagnoses; the official Brazilian versions of the YSR/11-18 is useful for clinical practice, training and research involving Brazilian adolescents from all socioeconomic strata, however, validation studies of the YSR/11-18 are still required, and the cross-sectional design, which have limitations on the attribution of causality for associations, since studies with this design analyze simultaneously exposure and results. In conclusion, the prevalence of MDs in this study was close to that of the literature, constituting a relevant concern to public health, since MDs affect negatively the health of young individuals.
We highlight the importance of creating preventive measures and access to mental health care geared towards adolescents.
Considering the increasing psychosocial of mental disorders morbidity, pediatricians should receive training in this regard, which would improve the approach to this topic in routine pediatric consultations.
